diagnosis
Diagnosis is based on a clinical rectal examination including rigid proctoscopy with biopsy for histopathological examination. Tumors with distal extension to 15 cm or less (as measured by rigid proctoscopy) from the anal margin are classified as rectal, more proximal tumors as colonic.
staging and risk assessment
Complete history and physical examination, complete blood count, liver and renal function tests, carcinoembryonic antigen (CEA), chest X-ray (alt. CT-scan) and CT or MRI or ultrasound of liver and abdomen should be performed.
Endoscopic ultrasound for the earliest tumors (cT1-T2) or rectal MRI for all others is recommended in order to select patients for preoperative treatment. Complete colonoscopy pre-or postoperatively is required.
Histopathological examination should include surgical specimen with proximal, distal and circumferential margins and regional lymph nodes (at least 12 nodes are recommended to be examined) and report on the degree of tumor differentiation and presence or absence of extramural venous invasion.
The TNM 2002 staging system (Table 1) should be used. treatment localized disease overall strategy. An important aim is to treat so that the risk of residual disease in the pelvis, frequently causing a disabling local recurrence, is very low (preferably less than about 5% in the population in whom curative treatment is intended) and, at the same time, with as little acute and late morbidity as possible. This should be possible in all but the few (£10%) cases presenting with a fixed tumour growing into a non-readily resectable organ. Another aim is to treat so that a good sphincter function can be preserved in as many patients as possible.
need for quality assurance and control. Treatment of rectal cancer is demanding and requires great skill in the entire multidisciplinary team. Good pathology and long-term complete follow-up, also including functional aspects, are important for quality control.
risk-adapted treatment. In the earliest, most favorable cases (T1-2, some early T3, N0 [T3a(-b) according to MR]) above the levators, surgery alone, either a local procedure, e.g. using the transanal endoscopic microdissection (TEM) technique in appropriately selected cases (T1, N0 [III, A]) or a sharp radical dissection using the total mesorectal excision (TME) technique [II, A] .
In more locally advanced cases (most T3 (T3b+ according to MRI), some T4 (e.g. vaginal or peritoneal involvement only), N+), preoperative radiotherapy is recommended followed by TME, since this reduces local recurrence rates [I, A]. 25 Gy, 5 Gy/fraction during the week followed by immediate surgery is a convenient, simple and low-toxic treatment [I, A]. More demanding, but not more effective alternatives [II, A] are 46-50 Gy, 1.8-2 Gy/fraction without or with 5FU (bolus, continuous infusion or peroral) [III, A]. Whenever possible, preoperative treatment is preferred since it is more effective and less toxic than postoperative treatment [1, A] .
In the most locally advanced, frequently non-resectable cases (T3 crm+, T4 with overgrowth to organs not readily resectable In patients previously irradiated, attempts at providing additional radiotherapy, externally or using brachytherapy or intraoperative radiotherapy (IORT) could be tried depending on normal tissue tolerance doses [IV, D] .
Attempts of radical surgery should take place 6-8 weeks after radiotherapy [II, A] .
In patients with prior radiotherapy for whom salvage surgery is not an option, systemic chemotherapy should be considered [I, A]. 
follow-up
Follow-up serves to identify patients in need of salvage surgery or palliative care and to prevent second colorectal cancers. There is no strong proof that regular follow-up after successful treatment improves the outcome of patients with rectal cancer. A provisional recommendation is: 
